A CASE OF WAITERS’ PARALYSIS. 


BY EDWARD C. RUNGE, M. D., 

St. Louis, Mo. 


J. C., ast. 30, single, restaurant waiter, applied for 
treatment at the Clinic of Diseases of the Nervous Sys¬ 
tem of the St. Louis Medical College on October 13, 1894. 
The inquiry into the patient’s family history brought 
out the fact of his father’s death in an accident, of his 
mother’s death in a way unknown to him, and of the 
existence of a case of tuberculosis on the maternal side 
of the family. The patient has always been a moderate 
beer drinker. His previous health has apparently been 
good. He contracted syphilis seven years ago, and re¬ 
ceived specific treatment for seven or eight weeks ; he 
claims to have not experienced any luetic manifesta¬ 
tions since. 

His general condition at the time of his first visit was 
as good as could be desired; his appetite fair, bowels 
regular, micturition and defecation normal. He did not 
complain of any sensory disturbances or headache. 
About twelve months ago, while engaged in the pursuit 
of his occupation as a waiter, his wrist gave out sud¬ 
denly. He was in the habit of carrying a large number 
of dishes piled up along the whole extent of his left arm 
from hand to shoulder—a fashion to be readily observed 
in any of the cheaper eating houses. The arm is ex¬ 
tended and supinated, the hand strongly adducted, with 
the palm upwards. The patient states that on that occa¬ 
sion, without the slightest warning, his arm assumed 
suddenly the position of pronation, the hand, of course, 
turning palm downward, and his wrist dropped, thus 
precipitating to the ground the dishes carried at the 
time. The description pointed clearly to a paresis of the 
supinator and extensor muscles. The patient asserts 
that the wrist never gave him any trouble unless he 
attempted to carry the dishes in the habitual manner, 
when it invariably gave way. 
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The physical examination resulted negatively, except 
for a sluggishness of the right pupillary light reflex. No 
motor or sensory disturbances could be made out; co¬ 
ordination, muscular power, tendon and skin reflexes 
seemed unimpaired; the electrical tests failed to show 
any reaction of degeneration. No manifest signs or 
symptoms of a still active lues were discernible. 

Up to November 15, 1894, he has been receiving local 
galvanic treatment thrice a week. No internal medica¬ 
tion was attempted, except for a very short course of 
strychnia at the beginning. On the last mentioned date 
the patient stated that he had returned to his old occu¬ 
pation, and that he was only reminded of the wrist 
trouble by a sensation of weakness whenever he worked 
steadily for an hour or more. 

This case evidently belongs to the class of so-called 
occupation neuroses. While reports of similar disturb¬ 
ances in writers, piano players, telegraph operators, 
cigar makers, tailors and dairymaids, have been made I 
am not aware that a case of—what I choose to call— 
waiter’s paralysis has been placed on record before this. 


Abscess of the Deft Occipital L,obe, Causing Object-blind¬ 
ness, Word-blindness, Etc. —Campbell (Liverpool Medico-Chirm i- 
gical Journal , January, 1895). 

A 43-year-old temperate man had been deaf in the left ear for 
thirty years, and for the last ten years this ear had discharged. 
On otoscopic examination, a perforated tnembrana tympani and granula¬ 
tions were detected, and otitis diagnosed. This was probably the origin 
of the cerebral abscess which caused his death. The symptoms developed 
after several attacks of dizziness and consisted of ; 1. Object or mind- 

blindness. 2. Word-blindness and paralexia. 3. Paragraphia. 4. Hemi- 
opia. 5. Seizures followed by temporary absolute aphasia and paresis of 
the right arm. 6. Absence of sensory anomalies and permanent paraly¬ 
sis. 7. Signs pointing to an involvement of the cerebellum, such as 
rotatory nystagmus in all directions, ataxia and weakness of the trunk 
muscles. 8. Delusions of persecution, visual hallucinations. 9. Double 
optic neuritis with early haemorrhages. 

The post-mortem revealed : 1. An abscess destroying the greater 

part of the left occipital lobe. 2. Softening of the upper surface of the 
cerebellum. 3. Degeneration in the postero-external columns of the 
spinal cord. J. C. 



